MISSOUR! DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH - B63=04931"7

DEPARTMENT OF PUBLIC HEALTH AND WELFA JODB 12_26_.2 STATE FILE NUMBER
- . e i iatrati iatri ____Registrar’s No, .
DO NOT WRITE AMENDED Registration District No ——Primary Regittration Districi N Registrars No

ON THIS STUB

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceasad lived. If institution: Residence before

VS 300 a. COUNTY .. state MO, b. COUNTY admission)

Rev. 4/ 59

b. CITY {If outsida corparate limits, give TOWNSHIP only} Length of stay in 1b c, C‘;LY {nside Limits
TOWN iown St. Louls Yes O No O

c. FULL dﬂ? 0;- !I; HEi i hulpilﬂ, give location) Inside Limirs d. STREET (1f cutside, give lotation) Reside on Farm

HOSPITAL OR Yee O Mo ADDRESS 1000 a2 Dodler St. Yo O No [

INSTITUTION m I GIES CIT][ I[OSE i!]

3. NAME OF DECEASED First Middle Last 4. DATE Month Day Year
F

{Type or print) Q ..
T CA DEATH 2 9 43

5. SEX 5. COLOR OR RACE 7. Married QLA Never Married [] |8. DATE OF BIRTH | 9- AGE (sst birthdey) | IF UNDER | YEAR _IF UNDER J4 HR
h’. ‘iil - Widowed O] Divarced [ 1/1/99 6!_'- Months Daye l Hours | Min.

102. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or country) | 2. CITIZEN OF WHAT COUNTRY
du;nrH; most of workln? life, even if retired)

ndow Washing Atena Vlindow Cp, Wheeling Vi,Va, Ul.S
13a. FATHER'S NAME R 13b. MOTHER™S MAIDEN NAME 14. NAME QF HUSBAND OR WIFE

| [DATE AMENDED

Joseph Cannon Elizabeth Kraft Anna J, Cannon
15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16. SOCIAL SECURITY NO. 17. INFORMANY Address

(Yas, r_l;._;ré.mknnwn) (i yn:,r Di‘.rre,I :u'i".“ dates of wervl I'I'II' s. Anna Cannonlgo ODOd i er St .

il
18. CAUSE OF DEATH (Enter only une cause per lina S— - INTERVAL BETWEEN

PART 1. DEATH WAS CAUSED BY: . ONSET AND DEATH
. IMMEDIATE CAUSE (a) _BMJI\QHI e -

ST

AMENDMENTS "ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

DOCUMENT

Coanditions, if any, DUE TO (b}
which gave rise to

above cause [a), |
atating the under- /K
tying cause last. DUE TO (¢)

PART 1l. OTHER SIGNIFICANI CONDITICNS CONTRIBUTING TO DEATH but not related to the termingl PART 11I. If deceased was female way
disease cundmun given in PART | (a) there a pregnancy in last 90 days,

Chinone Poimoy _E@LH:L_SBL"@ O ves [ @no | O unknown
]
19. WAS AUTGPSY 20a. ACCIDENT  SUICIDE HOM[:llCI 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nalure of injury in PART | or PART Il of item 18.)
m] a

PERFQ, D?
YES NO O

20c. TIME OF _Hool  Month, Day, Year |
INJURY ey
p.m.

20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY
WHILE AT WORK [ farm, factory, street, office bldg., etc.)
NOT WHILE AT WCRK []

21. 1 aitended the deceased from_w;—_ a-lZMﬁa—and last saw h|m alive ans———‘

Death occurred at. B !1 H'I m on the date srated above, and to lhe best of my knowledge, from the causes arated.

MEDICAL CERTIFICATION

USE BLACK INK
OR

ATURE i 22b. ADDRESS

Mo,

23n. BURIAL, CREMATION, [ 2 23c. NAME OF CEMETERY OR CREMATDR . LOCATION (City, town, or county}

3b. 1E
REVAVEY™ | 12/12/63 National Cemet.,Jefl.Bks. St.Louls Co. llp. -
24. FUNERAL DIRECTOR ADDRESS 25. DAITE RECD. BY LOCAL REG. 25. R RAR". W 3-
Robert D. Kinealy 2220 St.LouisAve. QOFC 11 1"953 zaj . #i-

{Licensed Embalmer's Statemant on Reverse Side)

TYPEWRITER RIBBON
SHOULD READ

Donald K, Back, M,D,

BY AFFIDAVIT OF

ITEM NO.




-'-:-h-’ 'n.! -..‘-‘-
LYIR) ! 4

STATEMENT BY I.ICENSED EMBDALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or by Student Embalmer No.__

-

working under my personal sdpéﬁﬂsion.r WP e AT e iy :i :
Student j Q

Signature of Student Embalmer \j J
Licensed Embalmer No 5[ 0
) P. 0. AddresW "J\ ;L
P

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his- OWN HANDWRITING. (Failure to comply
with the above constitutes grounds for revocation of license). *

if embalmed by a STUDENT, he also shall sign® in his OWN. handwnhng

lf this- body is not embalmed fact should ‘be so stated above. ~ "




